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The Low Arousal Practitioner
• The low arousal approach was developed in the late 1980s as
an approach to managing crisis situations
• There has been a strong emphasis on ‘in the moment’ crisis
management – for example, avoid making demands, be aware
of non-verbal cues etc
• The key is understanding that we often inadvertently trigger
situations or make them worse
• Low arousal is about being reflective as a practitioner, and
looking at ourselves first and the individual second

What Makes a Good Low Arousal Practitioner?

• What are the main characteristics of a good low arousal
practitioner?
• What are their values?
• How can we recognise a low arousal practitioner?
• What are the features of a low arousal practitioner you work
with?

The Original Definition

" Attempts to alter staff behaviour by
avoiding confrontational situations
and seeking the path of least
resistance”
(McDonnell, Reeves, Johnson & Lane, 1998: p164)

Low arousal is about ‘us’ not ‘them’

• Many of the central principles of the low arousal approach are
based on non-violent philosophies, such as Buddhism and
Quaker beliefs
• There are also strong influences from mindfulness and
particularly the role of reflective practice
• Before you attempt to change or ‘manage’ another person, you
need to reflect on your own behaviour

Early Practice
In 1985, as a young practitioner I often witnessed extreme restraint
methods such as the one shown below:

Experiences of Trauma in Care
“Andrew worked in a service supporting with people with
disabilities. He was trained in a one-person restraint hold which
involved sitting an individual in a chair and holding their hands
together, then pressing one’s knee and bodyweight across the
person’s lap to immobilise them. The first time he had to do this, he
felt positive that it had ‘worked’.

After the second time of use he started to feel uneasy about what
he was doing, but he justified it by telling himself, ‘There is no other
way to do this’. It took several months to for him to realise that
walking out of the room or guiding the individual to an open space
was just as effective, and far less traumatising for both people
involved.”

Understanding Stress

Learning to Recognise Stress
You are walking home after a relatively good day, having finished
all of your work for the week. It’s Friday night and you feel great!
You open the front door and hear your partner and your teenage
child arguing. They are not shouting or talking loudly but the
argument is heated and intense. As you walk into the house you
hear that they are disagreeing about their relationship and
upcoming plans. You are about to walk into the living room where
they are arguing...
How do you feel?

A Stress and Well-being Framework
Do you engage at least weekly with any of the following:
1. Light cardiac activity (2-3 hours of walking per week)?
2. Intensive cardiac exercise (1-2 hours a week)?
3. Participate in a physical sport?
4. 10-15 minutes per day of some form of Mindfulness or
meditation?
5. Drink more than 2 litres of fluid per day?
6. Have any absorbing hobbies or interests?
7. Regularly eat 3 meals (of whatever size) per day?
8. Suffer from gastric complaints, headaches and other minor
ailments on a regular basis?

Trauma
• Trauma is loosely defined as a deeply distressing event or
experience
• It is necessary to note the importance of perception within this:
what one individual finds distressing and disturbing may be
different to others, especially if they have had several traumatic
events in their life
• Therefore, emphasis is placed on trauma being caused by major
triggering events. Trauma pathways can also develop, such that
what might be seen as a relatively minor issue to an outsider can
be a traumatic event for a distressed individual
• An individual’s past experiences and current levels of stress are
therefore important factors in how they perceive life events
(McDonnell, 2019)

Stress and Trauma
• A stress response is triggered when the demands of a stressor
outweigh the body’s coping response (i.e. fight, flight or freeze)
• Distressed individuals are more vigilant of threats
• They may perceive these stressors as a major threat to their safety,
whilst from someone else’s perspective this stressor may seem
harmless and the reaction excessive.
• As an individual’s stress levels reduce, they will become less
vigilant to future threats and may reach a point where they feel
able to talk about their past traumatic experiences

A Trauma-Informed Example
‘Adam was supported by a staff team in a small community home.
He had been labelled with a severe personality disorder, mood and
attachment disorders. In his past there had been several periods of
hospitalisation, mostly related to his difficulties coping on his own
and a profound sense of loneliness. Adam’s current team found it
difficult to emotionally cope with his explosive rages, which could
be triggered by seemingly trivial things; the post arriving with
utility bills, or a reminder of a significant birthday. Adam would
argue with his supporters, but quickly move on and appear quite
calm. He had a number of past traumas, which included being
restrained by hospital staff and, on another occasion, being
restrained by the police.’

Invisible Trauma
‘Juanita was a seventeen-year-old girl with a diagnosis of severe
intellectual disability. Juanita was considered to be kind and
considerate most of the time, but there were instances where she
would become very aggressive. Verbal communication issues led to
her becoming frustrated at times that she was unable to make her
needs and wants clear. There were other times where her behavior
appeared to have no obvious triggers. It was noted that Juanita
would often cry when certain people left her line of sight.
Sometimes, the loss of a favourite toy led to excessive periods of
crying.’

Adverse Childhood Experiences (WHO)
• Early childhood experiences can have a significant
positive and negative impact on our day to day
behaviour
• The World Health Organisation (WHO) has a measure
which examines this:
1) This is a questionnaire designed to be completed by
adults
2) It focusses on negative and stressful experiences in
childhood.
3) Practitioners of the low arousal approach should
complete this measure

Control
As practitioners, we often try to over-control behaviours

The Battle for Control
• He/she is trying to wind me up.
• He/she is doing it deliberately.
• He/she knows what they are doing.
• He/she could stop if they wanted.
• He/she can think through their actions.
• He/she means to make me feel bad.
• .He/she knows the best time to challenge.
*Adapted from the Collability Beliefs Scale (Dagnan et al., 2013)

The Battle for Control
‘Emily was a thirty-two-year-old shop manager who, over the
years, had issues around her weight. When she was sixteen,
she was given a formal diagnosis of anorexia nervosa. Since
her early adulthood, she has managed to control her eating
effectively. She did observe that the more stressed she
became, the more powerful the urges to control what she ate.
She described this to her therapist as ‘the only thing I can
control.’ Recently, she had received a promotion at work,
resulting in her stress level being elevated. There was a
surprising result. Instead of attempting to control her eating,
Emily found it much more positive to control other things in
her life. She developed cleaning rituals and very subtle
touching rituals which she believed were far less negative in
their impact on her life than controlling her eating.’

Overcontrol: Rules and Sanctions
• If you have a high degree of perceived control over your
own behaviour, then you will be more confident when
supporting people with distressed behaviour
• If you have a strong belief that a person has a high
degree of control over their behaviour, then this will
increase your fear of them
• A high degree of perceived control can lead to
increased use of sanctions and restrictions
• Seeing the person as stressed and traumatised may
help empathic understanding. Most of all we should ask
the question, “What is it like to be this person?”

Empathy
• It is arguably difficult to meet and work with people
without experiencing some form of empathy.
However, sometimes the people we work with
struggle with empathy
• This can be due to their past experiences and having
not learnt the necessary skills, or due to neurodevelopmental conditions, which can make
empathising with others difficult
• An example of how clients can struggle with empathy
is demonstrated by the following case study:

Example:
‘D was a 26-year-old female client with diagnosis of Autism Spectrum
Disorder. She was referred to Studio 3 following issues with her
support team. One day a support worker had changed their hairstyle,
which D noticed and commented on. The staff member thanked D for
noticing and asked what she thought. D answered, without pausing,
that she thought it looked much nicer before and advised the staff
member to get her money back. This understandably upset the
support worker, who communicated to their manager how rude D had
been. D was upset by this, as she had not meant to be rude. She
explained that she had tried to be helpful and answer the support
worker’s question truthfully. It was clear from this situation that due
to issues with empathy, D could not understand why her comments
may have upset her support worker, and that the support worker
failed to realise that D was not being purposefully rude.’

Empathy and Understanding
‘When I work with dementia patients, I am always thinking
that in 30 to 40 years time this could be me, lying in bed
confused and struggling to understand the world. I always
remind myself of this when I get irritated or annoyed by a
patient.’
Empathic understanding is moderated by our understanding
of the person. For example, I may relate to a person who has
a condition that I have some experience of, or is relevant to
me. A person with an acquired brain injury (ABI) could be me
or a family member in the future. However, with some
conditions such as autism, it is harder to make a connection
with the person due to having limited experience of that
person’s point of view.

An Exercise in Empathy
Think about an individual that you successfully developed
a positive relationship with, despite their distressed
behaviours
•

Why did you pick this person to be empathic towards?
• What was the situation and why was empathy required?
• How did you show empathy towards you the person?
• Did they appear to show empathy towards you?
• Were you able to connect with this person? Could you
share their feelings? What did you believe they were
thinking, and could you understand and share this
experience with them from their point of view?

Fear
• Fear is a physical and emotional response to an object, person or
situation that can often lead to panic. Though many people seek
to avoid feelings of fear, some people can enjoy the adrenaline
rush associated with it
• Some behaviours of concern can evoke powerful fear responses
within us
• Often it is the ‘fear of fear’ which can be the most powerful
factor in determining how we respond to behaviour
• People who support individuals in community settings may
sometimes feel isolated, especially if they are lone working,
which can increase their fear at work (Rippon et al. 2019 In Press)
• Understanding our own fear is critical to the low arousal
approach

A Fear Scenario
‘You are leaving a party after a great evening and are now
walking home alone. It’s two o’clock in the morning. Though it
is dark, you decide to take a short cut to save time. The only
issue is that this route takes you away from the streetlights
and main road, instead taking you down by the river under a
dimly lit underpass. However, you are keen to get home so you
take the route. As you begin to pass through the underpass
you hear a second set of footsteps behind you. As the
footsteps increase in speed you see a shadow on the wall,
outlining a figure coming closer, catching up with you. As you
turn you see a tall figure; they shout at you to handover your
wallet, closing the gap between you...’

Assessing Your Own Fear
1) How can fear affect your response to a situation?
2)How does fear affect your body?
3) How does fear transmit from one individual to
another?
4) How can you control your own fear?
5) How common is it for frontline staff to admit that they
are fearful?
6) Is fear contagious?

Courage
• We often expect people to stay cool and act in a low
arousal manner even when they are fearful
• The opposite of fear is confidence and courage
• Training in the management of challenging behaviour
has been associated with increasing people’s
confidence (McDonnell, 2010; Allen & Tynan, 2002)
• What is the most courageous thing you have ever
done?
• Was the act recognised by others?

Anger
• Anger, like stress, is neither negative or positive: anger
has survival value, and is an emotion that can be helpful
to us in certain situations (Rodgers, 2014)
• It is important to understand that this suggests that
anger (in controlled circumstances) may have positive,
as well as negative, elements
• In our day-to-day work supporting people who are
distressed, we may often find ourselves involved in
making decisions about risk and safety
• Our own emotional framework can greatly influence
this process. This is especially true if people are not fully
aware of their own emotional state

Everyday Anger
• In the last week how many angry thoughts have you
had about a person or a situation?
• How intense are these angry thoughts? (Do they
persist? Are they repetitive?)
• Have you been openly angry with someone in the last
week?
• How intense are these angry behaviours?
• Have you witnessed a person being angry in the last
week?

Anger-based Decision Making

‘Lars is a fourteen-year-old boy who has a
traumatised past. He will regularly disrupt
classroom lessons, often by swearing and
shouting. His teachers became increasingly
irritated and annoyed by his defiance. They
called an emergency meeting and agreed
to a tough set of sanctions to get him to
conform. These ultimately appeared to
escalate his behaviour.’

Recognising Anger
1) What is anger?
2) How do you recognise your own anger?
3) Think of ways that you could reduce your
own anger in a crisis situation
4) What is the worst angry, bad decision you
have ever made?

Acceptance and Understanding
• When we are supporting people who are highly
distressed, we may be exposed to a whole range of
abusive behaviours
• The concept of acceptance is a very useful one to
consider in these situations. It may mean that we have
to accept the complexity of a situation, namely that
we cannot easily control that person’s behaviour
• We may sometimes have to avoid personalising what
a person has said to us, which often means that we
are accepting that the person may be stressed or
traumatised

Acceptance
‘John is a 35 year old unemployed man with long term
drug and alcohol addictions. He is currently living in a
supervised domiciliary setting and is making his 4th
attempt ‘to get clean’. To remain in the programme John
needs to commit to not drinking or using drugs. There
have been occasions where staff have suspected that he
has been drinking alcohol which he always denies. In the
past John has been known to fuel his habits by stealing
from others. John appears to really struggle with this
process and he can often become extremely aggressive
with some of the other people in the programme. He has
threatened some of the staff in the programme with
violence especially if he is challenged about his
compliance with the programme.’

Accepting Help
• Try to think about examples from your own life
experience where someone was telling you that you
needed to change a behaviour for your own good and in
these circumstances, you became hostile. Answer the
following questions as honestly as you can.
• How did you disagree with the person (did you argue
etc)?
• Did you eventually take their advice?
• If ‘yes’ what did you do to change the situation?
• If ‘no’ what did you do?
• When you complete this exercise take some time to
think about how you felt in those situations?

How Accepting Are You?
• What do we understand by the term ‘acceptance’?
• What is the difference between managing and changing
a behaviour?
• How do we resolve negative emotions from the people
we support?
• Can you think of work examples where you have
struggled to forgive a person.

Catastrophising Aggression
Are most behaviours we experience on the same
level as knife crime?

Avoiding Verbal Arguments
• Avoiding arguments can be extremely difficult and
significantly challenging to do in practice, but it is a skill
that you can practice. There are many individuals who
find it difficult to avoid responding
• The low arousal mantra is: ‘When in doubt, shut your
mouth. If you’re not sure, walk out the door’
• People tend to over-engage emotionally in such
situations
• Think about the common everyday arguments you
experience: Do you feel a strong urge to ‘win the
debate?’

We are Human and Fallible
• I was once approached a number of years ago at a
conference by a family after presenting on the low
arousal approach. Two of the family members said that
it was a very powerful day and that they had learned a
lot. One of the parents said the following, “I bet you are
a wonderful father, and such a kind and considerate
man”. I replied in a tongue-in-cheek manner, “I’m off
duty when I’m at home”.
• We must not portray ourselves as paragons of virtue,
but as practitioners who can make mistakes
• Most importantly, we learn from them!

Distraction is a Subtle Art
‘Agnes is an eighty-eight year old woman with a
diagnosis of Dementia. She lives in a care home with 60
other people. Her supporters have observed a decline in
her behaviour in recent years. She becomes confused
very quickly and often this involves accusing other
residents of stealing her possessions. Staff have found
that reassurance and debating with her seems to
escalate her arousal. They distract her by bringing a
photo album of her childhood memories and showing
them to her. They find that most of the time she forgets
what she is initially distressed about and focuses on
these childhood memories.’

‘Near Miss’ vs Successful Diversion
‘Marcus is fifty-two year old man who has been labelled
with a personality disorder and borderline learning
disability. He can sometimes become ‘fixated’ on a
particular topic or subject. Whilst walking with two
friends and a member of support staff, he threatened to
run across a busy road if he didn’t get an ice cream. The
support staff was clearly worried, and offered him an ice
cream but suggested that they had to visit one place first
(which was not near a main road). She bought all of the
individuals an ice cream, but upon returning to the group
home she was admonished for giving in to him. She was
also told to record the incident as a ‘near miss’.’

Non-Verbal Cues

Non-Verbal Cues

Opportunities for Growth
‘Tina is a teenage girl who lives in a group setting with
other individuals who have been victims of sexual or
physical abuse. Tina’s behaviour takes the form of
physical aggression towards her support staff and
deliberate self-harm. Her behavioural issues have
warranted an increase in her staffing to one-on-one
input, pretty much 24 hours a day. Tina often becomes
distressed later in the evening as she tells people that she
does not want to have her recurring bad dreams and
nightmares…’

Opportunities for Growth
‘Tina’s ‘safe space’ late at night is to be driven in a car.
Her new routine involves being taken out for a long drive
from 7 o clock in the evening until approximately
midnight. This routine occurs even in a normal school
week. Tina particularly likes the ocean and it is not usual
for this drive to take an hour and half to a particular spot
where she can sit and watch the ocean with her support
staff. Her staff team weighed the benefits of this,
considering that since she normally doesn’t get to sleep
until 3am, this method helped her to get to sleep by 1am
most nights. This was also a fantastic opportunity for her
to talk to someone about why her dreams bother her.’

Tactical Withdrawal is OK
‘Clarice is thirty-six years old and has Asperger’s
Syndrome. When she is stressed, she often isolates herself
in her room and avoids speaking to her family. Her
parents regularly try to communicate with her, but they
find it frightening and difficult. They also worry that the
more she isolates herself, the worse her situation will
become. Upon reflection, they admitted to having tried a
wide range of approaches. These included telling her to
join them for dinner, offering her rewards to sit with
them, and making mealtimes her choice. It eventually
transpired that situations often escalated when they
gently invited her to dinner, usually followed by knocking
on her bedroom door, with a gradual increase in what
they described as ‘firmness’.’

Escape
‘Alexandra is an eight-year-old with a recent diagnosis of
ADHD and suspected dyslexia. She has already been
excluded from three schools, primarily due to
‘absconding’ and running out of the classroom into the
street. It was noted that she would often smile when she
did this. One teacher described her as a ‘lovable little
dynamo’, another as ‘a real handful’. The behaviour
occurred at a high frequency (3 to 4 times a day), even
with staff who were being vigilant. There was genuine
concern for her safety…’

Escape
‘Initially, they showed her a safe room within the school
that she could run to if she wanted to stop what she was
doing. She was also allowed to communicate ‘No’ if she
did not want to continue with her lessons. After a period
of experimentation, she still seemed to prefer running out
the main door of the school. Eventually, a cheap tent was
placed outside in the secure play area which only had one
main access point. This was described to her as her own
private ‘calming zone’, and was far more effective in
practice.’

Planned Escape
‘James was a sixteen-year-old boy who had experienced
many foster and residential care breakdowns. The final
service he attended had adopted low arousal principles.
He would escape from the house using a number of
sophisticated methods, which had included obtaining the
pin number for a security coded lock. When he escaped,
he would often meet up with some of the local
adolescents (not really a gang as such), and quite often
he would smoke cannabis…’

Planned Escape
The service decided that, although his behaviours were
risky, they would give him a mobile phone and call him
regularly and to ensure he would return home. They also
explained that they had a non-physical restraint policy,
and that if he did not keep in regular contact that they
would have to call the police. On a number of occasions,
he would scream at staff telling them to get out of his
way, which they did. He would then be offered his coat
(especially as it was often quite cold) and given a fully
charged mobile phone. This method worked well, and he
was able to remain at this service in the long-term.’

Restraint Decompression
‘Angela was a twenty-one year-old woman with a variety of
labels (autism, OCD, catatonia). Angela was supported by 2 to
1 staffing 24 hours per day. Angela was recently placed in a
new non-restraint service, after being in a specialist service for
3 years where there was an average of at least 2 prone
restraints per day averaging, 9 minutes in duration. As part of
restraint decompression, staff were taught to withdraw from
her line of sight and, if necessary, use the Studio3
‘Walkaround’ method (McDonnell, 2010). Over a 3 month
period, physical restraint was nearly eradicated completely.
The major area of concern with Angela involved two forms of
pulling hair…’

Self-Regulation
‘The first involved ‘ritualised’ hairpulling, whereby she
would grab a member of staff’s hair in a locking
movement and attempt to lie on the ground. The second
involved hairpulling where she would grab a person’s hair
and begin to shake. Staff were taught methods to
minimise injury. It was observed that both forms of
hairpulling had decreased as a result of restraint
decompression. Interestingly, there were many ‘attempts
at hair pulling’ where Angela reached towards a member
of staff and appeared to stop and walk away. These were
recorded not as ‘near misses’, but as attempts to selfregulate.’

Debriefing and Emotional Support
• Debrief as soon as possible following a distressing
incident
• Face to face is best
• Confidential and comfortable - the person being
debriefed must feel comfortable with the person they
talk to, and trust them to keep the information
confidential
• Actively isten and be non-judgemental – This is not a
time to offer solutions, but to listen to the person being
debriefed
• When the individual involved in the incident apologises
for their behaviour, try to foster acceptance

Re-engagement
• Think about how difficult it is to meet with a friend or a
colleague after you have had some form of intense
disagreement. What do you say? Who started the
conversation? Do you tell the person ‘we are all good’ or
‘forget it’?
• There are often situations where people will simply refuse
to re-engage with a person who physically or emotionally
harmed them
• There are two common engagement strategies:
- The first is very much behavioural, and involves not
discussing what happened until the distressed person brings
up the subject
- The second approach is more engaging - it can involve
acknowledging that something happened and that there is a
need to ‘move on’

Emotional Conflict
‘Amy is a parent with two young children. One of her
children has a number of challenges and he requires
much more of her time than his elder brother. Amy feels
guilty that one of her sons gets more attention, and her
other son has told her that she is being unfair. Amy
strongly believes that she should treat her two children
equally, but she knows that this cannot be the case.’
• The concept of fairness and justice often creates
emotional conflicts within us
• In the short-term, Amy probably is being unfair.
However, this is unavoidable and can be rectified in the
long-term

The ‘Critical Parent’
•

The therapist Eric Berne in his book Games People Play
(1964) proposed that our human transactions
(interactions) are guided by deeply learned ego states:
Parent, Adult and Child
• Berne believed these to be the main ego states that
people switch between when interacting with one
another. He used the term ‘game’ but it is easier to think
of them as over-learned scripts that we feel compelled to
read and act out
• Applying these scripts to adults interacting with other
adults or children who appear to be acting in a ‘childlike’
manner, there is one ego mode that is relevant which is
the so-called ‘critical parent’

Accepting Behaviours
‘Ludmilla is an adult with a borderline intellectual
disability, who often displays what her support staff call
‘childlike’ behaviours and temper tantrums (two phrases
that should be avoided). She will swear and laugh at her
support staff and sometimes, when she is really stressed,
smear faeces on the walls of her bedroom or urinates in
the corner of her room. Her support staff agreed on a
plan where she was gently and consistently prompted to
clean her mess up. Their reason for this was that she has
to learn ‘appropriate behaviours’. It was very clear that
many staff did not do this in a gentle manner.’

Avoiding Negative Discourse
• ‘Ludmilla is doing this to annoy us and is
attention seeking’
• ‘Ludmilla needs to learn that we will not tolerate
this behaviour’
• Ludmilla should be taught a lesson
• ‘If I did this in my own house, my parents would
have done the same’

Visit studio3.org to order ‘The Reflective
Journey’ or for more information on our
services.

